The low type of anomaly includes those in which the bowel passes through a normal levator ani muscle to end blindly a few centimetres from the anus (imperforate anus) or enters the perineum in an abnormal position. The diagnosis is made by careful inspection of the perineum for a fistulous connection to skin on the penile shaft or median raphe of the scrotum in a boy or just within the vestibule in a girl. Treatment usually involves the deroofing of such a fistula by cutting back to a normal anus. Long term continence is ensured if the sphincter muscles are normal. Occasionally an anoplasty to place an ectopic anus in a normal position may be necessary. Early inspection of the perineum in babies to pick up an ectopic or stenotic anal opening improves long term outlook.
It is important that the high type of anorectal anomaly is not misdiagnosed as a low imperforate anus. In these children the bowel ends above the levator ani, which is often poorly developed. The distinction can be made by inspection and lateral inverted radiography performed 24 hours after birth to find out where the intestinal gas ends. Should gas appear not to reach the pubococcygeal line, a high type of anomaly is probable and perineal exploration should not be done.
Treatment entails performing a colostomy with subsequent "pull through" of the colon through the pelvic muscles and involving the sphincter muscles present to the perineum. It has been suggested that the earlier such reconstruction surgery is carried out the more likely the child will develop normal continence. Various operations have been developed that use abdominal, sacral, and perineal approaches to reconstitute the anatomy. The most recent, a posterior approach dividing the muscles and tapering the colon before bringing it on to the perineum, has had promising early results.
As a result of poor or absent musculature children with high anomalies may be slow to gain continence, but by strenuous training to use such muscles as are present, tightening the muscles later by levatorplasty, giving advice about diet, and keeping the "neorectum" empty, improvement may occur. More than a half of children with any type of anorectal anomaly will have at least one other abnormality. In view of the high incidence of renal problems all ofthese children should have their urinary tract examined at an early age.
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